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THIS paper by a family doctor practising midwifery for the past fourteen vears
describes how the immeasurable social changes and scientific advances have
altered the pre-1945 idea of the role of the general practitioner in obstetrics.
After war service and through the kindness of the visiting staff of the Royal
Maternitv Hospital, I became-with five other service doctors-a resident post-
graduate student in hospital. We called ourselves the "broken down" doctors.
The next six months were happy ones and we all learned a great deal through
the kindly interest of the consultant staff of the Royal Maternity Hospital.
In 1946 Larne was a seaside town of 13,000 population, twenty miles from
Belfast, and offered to the woman in labour three types of accommodation:
(1) Her home.
(2) One of two small nursing homes.
(3) The District Hospital.
The nursing homes and the District Hospital had even at this pre-Health Service
stage become more popular during the war years and fewer women were being
confined at home. It is often forgotten that the trend towards some form of
institutional confinement had already started, at least in Larne, before July,
1948. The nursing homes were ordinarv terrace houses staffed by one over-
worked midwife and whatever domestic help she could get. The District Hospital
at this time had a midwifery unit of six beds, available for the patients of general
practitioners of the town. The accommodation was reasonably good but
completely inadequate in the number of beds available.
Following the start of the Health Service, it was obvious that rapid changes
were going to take place in the District Hospital, now named the Movle Hospital.
As one of the general practitioner members of the Hospital Management
Committee, I was able to keep in touch with these developments and received
much support from two consultant colleagues on the staff of the hospital, who
had previously been general practitioners, in impressing upon the Committee the
need for better and more suitable accommodation for the maternitv patients of
general practitioners. A ward formerly used for tuberculosis was transformed
into a twenty-bed unit of six single unit rooms and fourteen general beds, all
under the control of the local general practitioners. The capital expenditure for
this project was £500 approximately. This low figure was achieved by utilizing
the services of the maintenance staff of the hospital. The official estimate was
86nmuch more than this-£2,800 approximately. For the next six years much good
work was done by the local doctors in this unit. We helped each other by giving
anesthetics as well as talking over any problems which presented. I think the
standard of midwifery improved because our work, good or bad, could not be
hidden and it was comforting to have the help and advice of a colleague when
one felt worried.
At this time about 75 per cent. of my cases were confined in this unit and
the provision of hospital maternity beds had altered considerably the proportion
of home confinements. Whilst the facilities offered were a great improvement,
there was still the problem of the patient requiring consultant help. All that
could be done was to send her to the Royal Maternity Hospital or ask for the
visit of a consultant from Belfast.
The next development was the appointment of a consultant obstetrician just
after the completion of a new maternity ward. This was a Civil Defence dual-
purpose building and its use as a maternity ward was certainly far from ideal,
but more has been made out of the structure than could have been foreseen.
There are in this unit twenty-two beds available for the patients of general
practitioners.
The present arrangement provides the unusual experience of fifteen general
practitioners working in harmony with each other and with their consultant.
That this system works well is due, by and large, to three factors: -the generous
co-operation coming from the consultant obstetrician, the keenness of the family
doctor to do hospital midwifery and not lose touch with his patient and the
desire of the patient to have, wherever possible, the services of her family doctor
at her confinement.
There are certain difficulties but they are mainly due to the nature of the
dual-purpose building. By this I mean that cases which have been handed over
to the consultant lie cheek to jowl with those of the general practioner patients.
There is also the problem of treatment of ante-natal cases in the ward. To avoid
confusion, all such cases admitted are placed under the care of the obstetrician.
Provided labour progresses satisfactorily, the general practitioner conducts the
labour and delivery, always bearing in mind the fact that this type of case is
more likely to have complications in labour requiring help from the consultant.
As a result of this experience over the past three vears, I think that the ideal
accommodation in a provincial town of the size of Larne (now 16,000 population)
where general practitioners attend their own cases, should consist of a small
specialized section for the consultant and a larger separate wing or floor for the
general practitioners. This system, or something like it, should enable the family
doctor to maintain or improve his standard of work, knowing that the friendly
help and advice of the consultant were readily available.
POST-GRADUATE TRAINING IN OBSTETRICS.
I think the majority of confinements will take place in hospital in future-
indeed some long-term hospital planning has already anticipated this. This being
so, and assuming that the family doctor will conduct more cases in hospital than
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are two main reasons for this:-
1. The pre-registration year of the newly-qualified doctor is occupied fully
by general medicine and surgery, by the end of which time his experience
of practical midwifery is only a distant memory. In this age of an exacting
and critical public, I cannot believe that the newly registered doctor is
equipped adequately to accept the responsibility of full and satisfactory
charge of a maternity case. In many cases I believe that they do not want
to face the responsibility because they lack confidence in themselves.
2. The general practitioner should be conversant with hospital procedure if
he is to play a useful and up-to-date part in the obstetric unit of the area
in which he intends to spend his professional life.
rhe young doctor is conscious of the deficiency in his training and this fact
is underlined by the increasing number of candidates for the Diploma in
Obstetrics of the Royal College of Obstetricians and Gynecologists.
It has been said that the achievement of this diploma creates the possibility of
general practitioners attempting to do dangerous obstetrics. This is doubtful and
the achievement of further knowledge and experience in the post-graduate
period must always be of benefit. Such experience must be fitted in without
unduly lengthening the period of pre-registration training or, alternatively,
penalizing the young doctor anxious to enter general practice.
PARTNERSHIP IN GENERAL P;RACTICE.
Until 1956 I was in single-handed practice but through the good relations of
practitioner colleagues rarely performed the heroics so often necessary in the
past. Before National Health Service days it was the custom to give an;sthetics
for a friend and often without a fee. Today the same arrangement exists for home
confinements (with a fee) but in the hospital anaesthetics are administered by one
of the two anasthetists on the hospital staff. This is a great comfort to the doctor
and I hope not too great a nuisance to the anesthetists whose skilled help is
greatly appreciated.
In 1957 I was joined in partnership by Dr. Roy Mulligan. This arrangement
has been most successful especially as regards obstetrics. My partner had the
benefit of post-graduate experience in obstetrics in the Royal Maternity Hospital
and obtained his Diploma and was therefore "midder-minded" when he joined
me. Contrary to the usual custom in partnerships, we are both in attendance at
our ante-natal clinic and see our maternity cases together on a set day at a special
time clear of surgery house. This practice is by no means a waste of one man's
time and has the advantage that the patient gets to know both equally well, and
does not mind which is in attendance at the confinement. It ensures close co-
operation and help to each other by exchanging opinions, and this method of
joint action on maternity cases is strongly commended.
CO-OPERATION WITH THE LOCAL HEALTH AND WELFARE AUTHORITIEs.
Close liaison with both Health and Welfare Authorities is essential in midwifery
practice. That such liaison has not always existed cannot be denied nor can the
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enjoyed friendly relations with these authorities and they have allowed one of
their local health visitors to attend our ante-natal clinic for approximately one
hour each week. We have found this personal association most agreeable and
helpful and much appreciated bv the patients who have an opportunity of
discussing, if necessary in another room, mothercaft problems. I believe the
health visitors appreciate the contact they are making with practical ante-natal
care-it is sad that they cannot be in attendance at the confinement.
HOME CONFINEMENTS.
The low rate of home confinements in our practice has already been mentioned.
Whatever the arguments, the Ministerial recommendations, and even the induce-
ment of increased financial benefit, the fact remains that home confinements have
diminished and continue to do so, averaging only 12 per cent. over the past three
years (Table 1).
No pressure is placed on patients to have a baby in hospital except to
recommend the primipara, the dangerous multipara and the previously complicated
case to book for hospital. Needless to say, should a case booked for confinement
at home become complicated during the ante-natal period, e.g., pre-eclamptic
tox:emia or abnormal presentation, everv effort is made to arrange a hospital
confinement.
I still enjoy doing a home confinement, especially when it is safely over. The
traditional aura is still present except perhaps that the average surroundings are
now cleaner and more spacious. It is a very different matter when things do
not go well and one is faced with having to assist the delivery, arrest hamorrhage
or manuallv remove the placenta, not to mention resuscitation of the baby. It
is under those circumstances that home confinements can become a horror to
deal with, for which one is sadly ill-equipped. Knowing what should be done,
usually quickly, and being reluctant to do it because of the lack of, say, suitable
anasthesia, is indeed a searching dilemma. Nevertheless, a temporary increase
in the number of home confinements is a real possibility should hospital
accommodation become restricted. In this event, extra care will be needed in
the selection of these cases.
SHORT-TERM HOSPITALIZATION.
Twenty-four or forty-eight hours' stay in hospital following confinement has
been advocated where scarcity of beds exist. It is an interesting idea but difficult
to organize as it would need the closest co-operation between hospital, family
doctor and local Health and Welfare Authorities. A very efficient home help
would in most cases be needed for 8-12 hours daily. I am sure there are many
general practitioners who would be keen to try this scheme, provided that they
were in charge of the delivery.
THE RESULTS OF ONE'S WORK.
I have been able to obtain some figures of our last 350 or so cases (Table 1).
This has been possible by keeping a record in simple column form of each
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Mcompleted confinement. The time spent in this chore is two minutes per case.
If you have an efficient system, the record keeping is really no trouble. Here are
the headings:
PREVIOUS REF. ANTE-NATAL HOURS IN
NAME : AGE : GRAVID PARA: COMPLICATIONS RH.: No.: COMPLICATIONS D.C.: LABOUR
(continued)
LABOUR : FORCEPS: BREECH L.U.S.CS.: HOME : S.B. : SEX : WEIGHT : REMARKS
COMPLICATIONS
I am most grateful to my partner for helping me with these records and also
for checking them.
The figures are perhaps not of great statistical significance but they serve as
an indication of the results of our work. It is so easv and convenient to forget
one's errors and failures and to remember only the successes.
TABLE 1.
GENERAL.
Total cases - - - 357 ...
G.P. cases - - - 342
Consultant cases - - - 15 ... 4.38 per cent.
Home confinements - - 44 ... 12.8 ,,
Forceps delivery by ourselves - 21 ... 6.1 ,
Forceps delivery by consultant - 6 ...
Forceps total - - - 27 ... 7.6 ,,
A few of the 342 cases have been seen and treated by our consultant, e.g.,
pre-eclamptic toxxnmia, but they have come into the total 342 as the delivery
was conducted by one of us. The forceps rate is low-not by design as [I believe]
too much stress has been placed on a low forceps rate and much harm may
result from leaving a patient too long in the second stage of labour.
I have compared the stillbirth and neo-natal death rates with those of County
Antrim (Table 2).
Stillbirths are of importance in any practice, especially if any of them could
have been avoided. I would therefore like to comment briefly on them.
Case 1-possibly closer ante-natal care to exclude any degree of pre-eclamptic
toxaemia.
Cases 2 and 3 were both multiparx-the first a diagnosed breech presentation
which could not be turned in a well-attended ante-natal period. I did not
anticipate trouble with this patient whom I had confined easily on a previous
occasion. The delivery by breech of this 4 lb. 14 oz. premature baby was
complicated by the presence of a 4-dilated os clamped tightly round the baby's
head. Forcible extraction was necessary with the inevitable death of the baby.
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STILLBIRTHS.
Total cases delivered
Total stillbirths -
General Practitioners -
Consultant -
Co. Antrim (1959)
GENERAL PRACrITIONER
Case 1 ...
Case 2 ...
Case 3 ...
Case 4 ...
Case 5 ...
Case 6 (twins) ...
CIRCUMSTANCES
I.U.D. ...
Breech (4 lb. 14 oz.) ...
Breech (6 lb. 4 oz.) ...
Accidental hemorrhage...
A.P.H. I.U.D.
I.U.D. 37 weeks ...
_ - 342
_ _ 8
_
- 7
- - ~~~~1
- - 23.6
per 1,000 registered births, i.e.,
8.4 per 342 registered births.
CAUSE
Unknown
OS 3-dilated
OS 3-dilated. Poor A.N. care
Unknown
Poor A.N. care
Unknown
CONSULTANT (Depu1
Case 7 ... Prim. breech
Case 3 was also a breech at term, similarly complicated. She attended badly for
ante-natal care and we failed to check this omission. The delivery of a 6 lb. 4 oz.
baby by the breech was held up by a i-dilated os around the head. Despite
immediate chloroform an:sthesia, the os failed to relax. The baby died, due
undoubtedly to forcible extraction necessary to deliver the head. This case
occurred in the patient's home. The loss of these two babies was a blow to us,
especially as one occurred soon after the other.
Case 4 was carefully attended in the ante-natal period. Accidental hamorrhage
was dramaticallv sudden and intra-uterine death was immediate.
Case 5-ante-partum h-xmorrhage, pre-eclamptic toxamia, intra-uterine death
at thirty-two weeks. Previous history of three miscarriages, two intra-uterine
deaths, two live births. Here I think more frequent ante-natal examination than
the routine might have detected the pre-eclamptic toxxmia earlier. This still-birth
therefore has a possible avoidable cause despite her previous bad history.
Case 6 (twins). Intra-uterine death, thirty-seven weeks. Was not rested at
thirty-two weeks of pregnancy, otherwise the pregnancy was normal at routine
examinations in the ante-natal period.
We now keep a list of ante-natal cases showing when they should attend for
examination. Failure to attend is followed by a visit from the Health Visitor or,
if necessary, a visit from one of us. This should help to obviate the case of early
pre-eclamptic toxoemia or breech which might be turned and, if version is not
possible, arrangements made for hospital delivery.
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might have been fewer if better ante-natal care had been exercised in the case
of 3, 5 and possibly 6, the twin pregnancy. At the same time I ask myself: "Do
I really get enough practice with breech presentations?" I am sure I do not.
Table 3 shows the neo-natal mortality rates for the county and the series
under review.
TABLE 3.
NEo-NATAL DEATHS.
(335 Live Births)
Total cases of live births - - 335
Total neo-natal deaths - - - 3
Co. Antrim (1959) - - - 16.81
per 1,(X live births, i.e.,
5.63 per 335 live births.
NAME CAUSE
Case 1 - - - - Pre-eclamptic toxaxmia. Intrauterine infection.
Post-mortem inconclusive. Anoxia.
Case 2 - - - - Imperforate anus. Cerebral hamorrhage.
Case 3 - - - - Atelectasis. Normal delivery. Fortal distress.
Again it is important to know if there are present any avoidable factors in
these deaths. Case 1 had pre-eclamptic toxaemia complicated by intra-partum
infection. I noted at the time of delivery that there was an offensive "fishy"
odour present which became worse when the baby was born-post-mortem on
the baby was inconclusive, the actual cause of death being attributed to an
irreversible anoxia. There is little doubt that intra-partum infection followed the
artificial rupture of membranes.
Case 2-normal delivery. Imperforate anus. The baby had repeated cyanotic
attacks. Post-mortem revealed a cerebral hoemorrhage. A more rapid delivery
by episiotomy might have helped here but at the time there was no apparent
indication to interfere. The presence of an imperforate anus suggested the
possibility of other abnormalities but none was detected at post-mortem.
Case 3 was a normal delivery with meconium staining near the completion
of the second stage of labour. There did not appear to be any indication present
to expedite delivery. So often meconium staining is present to be followed by
the birth of a lusty baby, that I find it difficult to assess the danger of this sign
in a normally progressing second stage. This case was obviously one which might
have been helped by hastening the delivery by applying forceps.
The lessons from these cases are that one must not be lulled into a sense of
false security by assuming that meconium staining usually does not mean much
towards the end of the second stage; secondly, that a well-timed epistiotomy
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vaginal interference before labour is still fraught with the danger of infection.
To conclude, I hope I have been able to show that midwifery can still be an
interesting part of general practice-indeed, I believe that it is one of the
cornerstones of a rewarding life in general practice. It will be a tragedy if
maternity work ceases to be part of the family doctor's daily task, as I believe
is threatened. To avoid this and- to meet the high standard of obstetrics now
needed and indeed expected, I repeat what I have already said:-
(a) Post-graduate experience is most helpful to the doctor in general practice.
(b) General practitioner units in hospital should be carefully planned in all
areas.
(c) The local Consultant should encourage and help (as he does in Larne)
the General Practitioners in their maternity work.
(d) The results of one's work should be kept in some form of record, however
simple. It is then possible at any time to examine these results and place
oneself in the witness-box before the strictest judge of all-yourself.
I am particularly indebted to Mr. H. I. McClure, F.R.C.S., for his cncouragement and help
in the preparation of this paper for publication. I should also like to thank our consultant
obstetrician, Mr. A. E. Stevenson, F.R.C.S., for his generous co-operation at all times.
REVIEW
A HANDBOOK FOR AMBULANCE ROOM ATTENDANTS. By C. 'E. Watson, M.A.,
M.B. (Pp. 120; figs. 20. 5s. 6d.) London: Bailliere, Tindall and Cox, 1961.
THIS little book is written by a medical officer to The National Coal Board and addressed
to factory or colliery ambulance men, who have already had some training in normal
first-aid procedures.
The most useful chapters are those on abdominal pain and on the assessment and disposal
of cases of illness.
This book provides the information in a readable form, which an industrial medical
officer might reasonably expect to be in the possession of an ambulance room attendant.
W.H. E.
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